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SessionGlance - Step-by-Step Guide

BEFORE THE SESSION

1. Log In to Your SessionGlance Therapist Portal
1. Navigate to the SessionGlance website.

2. Select the USER PORTAL link.

Q SessionGlance

THERAPIST LOGIN

3. Enter your username and password to sign in.



4. After logging in, you will see your To-Do List Dashboard, which contains:

o Incomplete reports (reports generated from previous sessions that still
need your review).
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5. You may also open your Reports Dashboard, which includes the following
categories:

o Pending Reports — These appear when a recording has been uploaded but
has not yet been processed. The system has the audio file but has not
completed transcription or draft generation.

o Error Reports — These appear when the system was unable to process the
recording. The transcript specifically directs you to use the Contact
Support button in this situation.

o Incomplete Reports — These reports have been fully processed and are
ready for clinician review and editing. This includes the 96130 assessment
draft, feedback report, and psychotherapy note drafts.

o Finalized Reports — Completed and ready for download.
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The transcript makes clear that you do not need to resolve older incomplete
reports before starting a new session. Report statuses are provided so you
understand what will appear following your next recording and assessment.

2. Begin a New Recording

The transcript provides a very specific sequence for running a recording through
SessionGlance:

D) sessionGlance Dashboard - Version 1.10 - o X

Q SessionGLance

Patient Records Status: Disabled

N
~ -

RECORD STOP UPLOAD

iagnosis

Session Information

Instructions

1. Login in the top-right comner of the screen

2. Select Patient from the dropdown bar in the left panel.

3. Record and Upload session using the buttons in the center.
4. Edit your report online by clicking "My Account".

If you have trouble, please contact support via My Account

Begin your telehealth session as you normally would.

Open the SessionGlance desktop application.

Select the correct patient.

Press the Record button to begin capturing audio.

Speak normally so that SessionGlance can capture your voice clearly.

When the session (or the segment you wish to record) is complete, press Stop.
Select the Submit / Upload Recording option.

Once submitted:

« SessionGlance will begin converting the audio file.
o You will see a status such as “session successfully uploaded” once the
upload is accepted.

« While SessionGlance is converting and processing the audio, the system

automatically launches the General Assessment of Functioning, which you
complete during the processing stage.



3. Complete the General Assessment of Functioning

SessionGlance guides you through a sequence of domains. These domains and
definitions come directly from the transcript and should be interpreted exactly as
described. Ratings are on a 1-10 scale, where 10 represents stronger
functioning and 1 represents impaired functioning.

Quality of Friendships and Family Relationships (Non-Romantic)

GENERAL ASSESSMENT OF FUNCTIONING

Patient iD:
Domain:

This domain evaluates how well the individual functions in friendships and family
relationships.

o Higher scores indicate:
o Stable, consistent relationships with open, warm communication.
o A general sense of safety and mutual connection.
e Mid-range scores indicate:
o Shorter or more independent relationships.
o Potential patterns of self-sacrifice or exploitive dynamics.



o Relationships that do not reliably feel safe or supportive.
o Low scores indicate:

o Difficulty forming or sustaining meaningful relationships.

o Relationships that feel fragmented or disorganized.

This category expressly excludes romantic relationships.

Romantic Relationship Functioning

GENERAL ASSESSMENT OF FUNCTIONING

o High scores:
o Represent an experience of “strong mature love.”
o Reflect the ability to express emotional vulnerability.
o Reflect the ability to maintain closeness while pulling back
appropriately when needed.
e Mid-range scores:
o Individuals may maintain long-term romantic partnerships, but needs
may not be fully met.



e Low scores:
o Consistent difficulty developing, sustaining, or engaging meaningfully
in romantic relationships.

Tolerance of Psychological Distress

GENERAL ASSESSMENT OF FUNCTIONING

This domain assesses the individual’s capacity to tolerate emotional discomfort.
You evaluate:

o Whether the person disengages when distressed.

o Whether they remain able to stay in discomfort long enough to grow or
reflect.

o Whether distress leads to withdrawal, avoidance, or collapse.

High scores represent capacity for engagement despite discomfort.
Low scores represent disengagement and inability to tolerate distress.



Insight

GENERAL ASSESSMENT OF FUNCTIONING

This domain assesses the individual’s clarity regarding identity and functioning
across various life contexts.

« Higher scores:
o Clear understanding of who they are.
o Increasingly coherent sense of self across different spaces.
o Lower scores:
o Feeling small, doubtful, or unsure.
o Reduced clarity regarding identity.
o Developmental inconsistency or questioning of abilities and direction.

You may also consider whether there is minimal or gradual progress, even if not
dramatic.



Problem Solving

GENERAL ASSESSMENT OF FUNCTIONING
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Domain: Probiem 5

This measures the individual’s ability to manage problems and stressors.

You assess:

Whether they can identify thoughts and feelings during moments of stress.
Whether they can solve problems effectively with the resources they have.
Whether stress causes the individual to shut down, avoid, or become
overwhelmed.

Whether they require significant assistance.

Whether problem situations create risk (self-destructive behavior or danger).

High scores reflect effective problem solving under stress.
Low scores reflect impaired problem solving.



Treatment Progress Since the Last Session

TREATMENT PROGRESS SINCE LAST
ASSESSMENT

Patiant 10

Sesshon Date: 202 2
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Willingness to tolerate psychological distress

This rating evaluates an individual’s willingness to engage with their affective
laden topics

e Improvement
o Increased willingness to discuss challenges
o Growing engagement with their psychological world
o Regression/Deterioration
o Avoidance affective laden topics
o Unwillingness to discuss distressing psychological experiences

Enrichment of their sense of self

This rating evaluates an individual’s self-concept and the stability of their self-
concept

e Improvement
o Stability in their sense of who they are as a person
o Engagement in activities in line with who they are as a person



o Regression/Deterioration
o Questions in sense of self
o Fear associated with being their true self

Expansion of behavioral repertoire
This rating evaluates how broadly the person engages with the world.

e Improvement
o Increased willingness to try new behaviors.
o Growing engagement with new experiences and activities.
o Broader behavioral range.
e Regression/Deterioration
o Very limited behavioral patterns.
o Rigid or repetitive behaviors.

Little engagement in the outside world
Overall adaptivity to life challenges
You select whether the individual appears to be:

o Doing better
o Doing worse
o About the same

This global rating summarizes the trajectory of functioning across sessions.

4. Submit the Assessment
When the assessment is complete:

o Select Submit Assessment.

o This submission allows SessionGlance to generate:
o A 96130 assessment draft
o A Client Feedback Report
o A Draft Psychotherapy Note

These documents become available after the system finishes processing the
audio and assessment.

AFTER THE SESSION



5. Identify the Newly Created Report
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After processing is complete, a new report will appear on your dashboard labeled
Incomplete.

“Incomplete” indicates:

o The 96130 assessment draft is ready for your review.
o The Feedback Report has been generated.
o The Psychotherapy Note Draft is ready.

Open the Incomplete report to begin clinician review.

6. Review and Edit the Auto-Generated 96130 Assessment Draft

The transcript shows several specific elements that appear within this draft:
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Diagnosis

Example shown:

o F41.8 Other specified anxiety disorders
Symptom Description

A draft narrative summarizing symptoms based on:

e Your assessment ratings
o The session content captured in the transcripted audio

Assessment Battery and Rationale
SessionGlance includes a section outlining:

o What measures were used
o Why those measures were appropriate

Bolded Summary Statements
These statements:

« Reflect how the client is functioning

o Aretied directly to the ratings chosen in the General Assessment of
Functioning

e Provide clinically relevant summary lines

Required Clinician Editing
Clinician will need to do the following:

« Remove irrelevant or inaccurate content

Adjust language to match the clinical picture

Ensure the final report matches your professional judgment
Tailor the draft to your formulation and interpretation of the case

Everything in the draft is editable.

7. Complete the AMA-Required 96130 Elements
The transcript describes this step explicitly:

o The 96130 assessment portion includes six AMA-required items.
e You must select at least one item to fulfill documentation standards.



Steps:

1. Scroll to the section labeled with the requirement to select at least one AMA
item.

2. Choose the item(s) that apply to your assessment.

3. Confirm that at least one is selected before finalizing the note.

This step ensures that your documentation meets the procedural and reporting
standards for CPT 96130.

Private Notes
‘Assessment Note (For Internal Records)
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Assessment Date: 20251210
Internal ID: TEST4.

Patient: Test Account 4

CPT Code: 95130

Rationale: Patient presented with multiple symploms associated with Major depressive disorder, single episade, moderat
(F32.1) on 2025-12-09. Clinician and Test Account 4 have agreed ta ongoing psychological sssessment of patients
peychological functioning and progress towards restment goals to assist with better understanding of Test Account 42
funclioning and fo assist with trestment planning. Psychologicsl testing was determined to be medically necessary when sx
the following condifions were met (Select at least ane of the following):

1. Messure 2 psychological discrder and its severity and functional impairment to determine psychistric disgnosis when a
mental illness is suspected

2 Measure behaviorsl factors that impact management of the disorder

3. Measure functional capacity to delineste specific cognitive, emational, or behavioral bases of funciionsl complaints.

4. Measure peychological barriers and strengihs to sid in trestment planning.

5. Perform symptom measurement ta objectively messure treatment effectiveness.

. Measure and canfirm o refute clinical impressions obtzined from interactions with patients.

Data: On 2025-12-10 from 6:55 PM to 7:28 PM EST, a minimum of 31 minutes was spent on the following tasks: integration of
patient date, interpretation of stendardized test results and linical dats, clinical decision making, treatment planning, and
report writing.

- involves the use of reliable and research~alidsted methads (including but
nat limited to dlinical interviewing) and standardized tests o evaluate cognilive, behavioral, and emalional functianing,
intellectus shilities, personality, and psychopathalogy. Domains sssessed in 2 psychological sssessment typically consist of
mood/emational conditions and symptoms, cognitive stalus, adaptive funclioning, and behavioral and interperaonal
adjustment. The administered assesament battery included the following measures:
1. Mood/Emotional Conditions and Symptoms:
& Back's Depreasion Inventary (BDI; Self-Reported)
b. Generalized Anxiety Inventory (GAL Self-Reported)
2 Adaptive Functioning:
& Mini Mental Status Exam (MMSE; Clinician Administered)
b. Assessment of Change in Dynamic Functioning (ACDF; Clinician-Reported)
3. Behavioral and Interpersonal Adjustment
& Acceptance and Action Questicnnaire - tem Version (440-9; Clinician-Administered/Self Reported)
b Loneliness Scale (LS; SelfReported)

All measures in the assessment battery have either normed data or cut-offa derived from population metrics, making
interpretation from a qualifisd health provider necsssary.

Results: The specific results of the peychological evaluation as well as imglications for treatment planning are included in the
assezament report.

8. Review the Client Feedback Report
The Feedback Report includes:

e Narrative themes from the session

e Summaries of therapeutic interventions

e Reflection questions for clients

e Highlighted content requiring clinician review

Clinician will need to do the following:

« Edit all highlighted text
o Tailor the narrative to accurately reflect the client



» Adjust reflection questions to ensure they match the session and your clinical
intent
« Remove any auto-generated content that does not apply

EDIT SESSION REPORT

Patient ID: TEST4

Session Report -
Session Report Content
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WEEKLY ASSESSMENT REPORT

Report Date: 20251210
Patient ID: TEST4
Patient Name: Test Account 4

Symptom Tracking

Measure

- Aruciety
Depression
Loneliness

—+ Resilience

Date

Session Summary

This ensures that the client receives a clear, clinically accurate written summary.

9. Review the Draft Psychotherapy Note
The transcript notes that the psychotherapy note:

o Meets the structural requirements for “9-8137” documentation (transcript
wording)

o Reflects the content of your session

« Integrates information from your assessment ratings

Clinician will need to do the following:

e Read through the note carefully
e Make edits for accuracy
e Finalize or copy it into your EHR as appropriate



e The note is fully editable.

Private Notes

Session Note (For Internal Records)
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Psychotherapy Progress Note

Session Date: 2025-12-09
Internal ID: TEST4
Patient: Test Account 4
CPT Code: 30837

Data: Provider met with patient for a 53+ minute audiofvisual telzheslth session on 2025-12-00 from 2:00 PM to 3:00 PM EST.
Patient attended session on time; was oriented to person, place, and time; and had no notable abberations in moed, affect,
attention, concantration, or attitude. Patient did not indicste any risk of harm to s=lf or others. No contrary clinical indicstions
presnt.

The peychotherapist facilitated the session by encauraging the client to explore complex relational dynamics without explicit
judgment, creating & safe space for reflection. The peychatherapist anticipated the client's difficulty in forming new connections,
nating that ehared past challenges can forge bonds, though they may rest on unhealthy foundatians. This insight enabled the
client to question the nature of their connection with Larry. With a chaatic family emviranment as the backdrop, the
peychotherapist acknowledged the inherent challenges and validated the client's feelings of being overwhelmed, yet aleo
highlighted the importance of personal space for mental well-being. Regarding the client’s child, Aurcrs, the paychotherapist
quided the client toward recagnizing symptoms of depression, affirming the potential need for consistent therapy. The session
underscored the psychotherapist's role in facilitating seli-discovery and promoting rust within the client’s interpersonal
relationships, mainly conceming confidence in emotione around Kyle and addressing doubt shout relational commitments.

The fallowing interventions were utilized in order to make progress on identified treatment geals:

Reflective listening, of emations, of p Patterns, of
coping pattems, Psychoeducation, Communication skills

Assessment: Patient responded well 1o the interventions and made incrementsl progress towards identified trestment goals
Flease see most recent paychological evalustion for a progrees update.

Plan: Patient is fo retum to clinic at the next acheduled appointment.
Signed:

Test Camrie, PHD,LP
License: 1111111111
Regulsting Reaclutions

Words: 303 Characters: 2222

10. Finalize Your Documentation Workflow
Before completing your documentation:
Confirm:

e The 96130 assessment is fully edited and accurate.

e At least one AMA-required item is selected.

e The Client Feedback Report has been reviewed and edited.

e The Psychotherapy Note draft is complete and clinically accurate.

Then:

Export or copy documentation into your EHR.

Download finalized reports if needed.

If any report shows an Error status, click Contact Support as directed in the
transcript.






